A r q u i v o s b r a s i l e i r o s d
INTRODUCTION
Acute posterior multifocal placoid pigment epitheliopathy (APMPPE), described by Gass in 1968, typically affects both eyes of young healthy adults aged 20-50 years (1) . The fundus picture is characterized by multiple, circumscribed, yellow-white lesions situated primarily in the posterior pole at the level of the retinal pigment epithelium (RPE) (1) . The cause of APMPPE remains speculative. The relative frequency of upper respiratory tract infections preceding the symptoms points to a possible viral etiology (1, 2) . APMPPE appears to be self-limited, and no standard treatment for it exists (1, 2) . However, two papers showing that half of the affected eyes remain symptomatic and/or present incomplete recovery of visual function (3, 4) , have led some ophthalmologists to prescribe systemic steroids, particularly in cases of macular involvement (5, 6) . Since oral steroids can cause systemic side-effects, a different effective route of administration would be preferable. In this report, we show the effects of intravitreal triamcinolone acetonide (IVTA) and posterior subtenon triamcinolone acetonide (PSTA) in a patient with bilateral APMPPE and macular serous detachments. 
CASE REPORT
A 21-year-old healthy man presented with bilateral acute loss of vision of 3 days of evolution. His best-corrected ETDRS visual acuity was 20/200 in both eyes. Slit-lamp examinations of the anterior segments were unremarkable. The intraocular tensions were within normal limits in both eyes. We saw multiple, circumscribed, yellow-gray lesions situated in the posterior pole at the level of the RPE in both fundi ( Figure 1A and 1B). The optic disks and retinal vessels appeared normal. Fluorescein angiography showed hypofluorescence of the lesions in the early phases followed by late staining. Spectral domain-optic coherence tomography (SD-OCT) of both eyes revealed macular serous detachments, deep external lesions, and reflective material within the fluid ( Figure 1C and 1D) .
We diagnosed the patient as having severe bilateral APMPPE. Since APMPPE-like fundi can be seen in patients with syphilis, tuberculosis, or dengue fever, we ruled out infectious disorders by systemic investigations. No protocols for APMPPE treatment have been established; therefore, we discussed the pros and cons of treatment approaches with the patient. After obtaining informed consent from the patient and due to the bilateral macular serous detachments, we injected 4 mg/0.1 mL of triamcinolone acetonide intravitreally in the right eye and 40 mg/1 mL in the superotemporal subtenonian space of the left eye 5 days after the onset of symptoms. Within 2 weeks the visual acuities were 20/80 in each eye. At the 8-week follow-up visit the visual acuities were 20/63 bilaterally. Fundus pictures revealed RPE atrophy and pigment clumps throughout the posterior poles of both eyes (Figure 2A and 2B) . Fluorescein angiography showed hyperfluorescence (window defects) in the affected areas as well as patches of hypofluorescence due to pigment clumps. SD-OCT revealed macular serous detachment resolutions in both eyes ( Figure 2C and 2D). After 1 year the visions remained 20/63 in each eye. A diagnosis of relentless placoid epitheliopathy was initially proposed, but we excluded the disease due to the lack of the de novo lesions and recurrence. The intraocular tension remained inside normal limits during the entire follow-up period.
DISCUSSION
APMPPE is considered a self-limiting and benign disorder, but the long-term visual outcome after an acute episode does not appear as favorable as initially reported (3, 4) . The visual prognosis of the disease is strongly affected by the presence of initial foveal involvement. In fact, 88% of eyes without foveal involvement and 53% of eyes with foveal involvement get fully recovered (3, 4, 6) . Although foveal involvement does not necessarily prevent recovery, the eyes with poor visual recovery are usually those with initial foveal involvement and poor visual acuity at presentation (6) . Other characteristic features of the disease are the relatively rapid resolution of the fundus lesions and the delayed return of the vision function, which can take as long as six months in severe cases (1) . The pathogenesis of APMPPE remains unknown, but it has been associated with choroidal inflammation. Some evidence suggests an obstruction at the level of the pre capillary arterioles due to choroidal vasculitis (2) . The etiology of this entity also remains obscure, although an APMPPE-like picture can be seen associated with some infectious diseases like syphilis, tuberculosis or Dengue fever (7) . Given the inflammatory process in the pathogenesis, the use of steroids for APMPPE makes sense. In fact, corticosteroids have been recommended for bilateral cases with severe visual loss, or for those involving the central nervous system (5) , but the data from the literature are not clear regarding the use of oral corticosteroids for APMPPE. More definitive data are required, and different administration routes need to be investigated.
The effects of IVTA and PSTA for various intraocular inflammatory disorders, including in those from the group of the so-called white dot syndromes, such as serpiginous choroiditis and multifocal choroiditis, and panuveitis have been reported (8) . On the other hand, we did not find any report on the results of the use of IVTA or PSTA in patients with severe APMPPE. This paper showed that triamcinolone acetonide injection, whether administered intravitreally or via the posterior subtenon route, presented similar results achieving anatomic and functional recoveries. In our patient, the visual acuity did not improve beyond 20/63.
